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ABSTRACT   
The rapidly evolving nursing working environment has seen the increased use of flexible non 
standard employment, including part-time, casual and itinerate workers. Evidence suggests 
that the nursing workforce has been at the forefront of the flexibility push which has seen the 
appearance of a dual workforce and marginalization of part- time and casual workers by their 
full-time peers and managers. The resulting fragmentation has meant that effective 
communication management has become difficult. Additionally, it is likely that poor 
organisational communication exacerbated by the increased use of non standard staff, is a 
factor underlying current discontent in the nursing industry and may impact on both 
recruitment and retention problems as well as patient outcomes. This literature review 
explores the relationship between the increasing casualisation of the nursing workforce and, 
among other things, the communication practices of nurses within healthcare organisations. 
KEY WORDS:  Nursing, casualisation, communication, health care organisations. 
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INTRODUCTION 
Nursing has come far since Florence Nightingale set out with her group of women to tend the 
sick and wounded soldiers of the Crimean war. It is possibly fair to say that the only feature 
of nursing delivery common to this early period and the contemporary era is an aspiration to 
care for the sick. The current nursing environment, unlike that of the Nightingale era, is as 
much about complying with legislative and industrial reforms while maintaining a 
competitive commercial edge, as it is about providing good health care. The nurse of today is 
likely to be employed within a flexible work model, either as a full-time or part-time/casual 
employee, which is designed to provide nursing care at minimum cost. The current appeal of 
part-time and casual nursing is high, but whether it is conducive to satisfied nurses, well 
functioning health care organisations and good nursing provision is questionable. 
The increasing casualisation of the nursing profession is a global phenomenon.  The impact 
of  a flexible work model on the contemporary nursing environment,  particularly in light of 
critical recruitment and retention issues, is the subject of  a broad ranging debate (Aitken et al 
2001; Allan 2000; Bradley 2000; Creegan, Duffield and Forrester 2003; Edwards and 
Robinson 2004; Grinspun 2003; Lumley Stanton and Bartram 2004). The particular focus 
here is on the impact of casualisation on a fundamental aspect of the nursing community 
within healthcare facilities: the effectiveness of workplace communication for full-time and 
casual or part-time nurses, given the acknowledged importance of communication to 
organisational success. In addition, this paper seeks to highlight the role of effective 
workplace communication in alleviating some issues arising from an increasingly casualised 
nursing industry. The implication is that workplace communication deserves far more 
attention within nursing.   
 
CASUALISATION 
The casualisation of the nursing industry sits within the context of a wider universal 
movement shaped by technological, industrial and political forces all of which are driven by 
increasing global competitiveness and a concomitant emphasis on productivity. Rising 
competition within industries and the need to reduce labour costs has meant downsizing, 
outsourcing and a move from full-time to part-time and casual employment (Nankervis, 
Compton and Baird 2002). Australia is at the forefront of this major industrial transition, 
having the second highest rate of casual employment across industries in the OECD countries 
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(Australian Government 2007). Recent figures show that part-time employment almost 
doubled in thirty years from 16% in 1979 to 29% in 2007 (Australian Institute of Health and 
Welfare (AIHW) 2008). These figures reflect a move from traditional work models to the 
adoption of more flexible working arrangements (Australian Government 2007), a shift now 
broadly accepted as the means of attaining a competitive advantage for employers (Edwards 
and Robinson 2004; Twiname, Humphries and Kearins 2006).  
 
CASUALISATION AND NURSING 
Casualisation levels within the Australian nursing profession are significant. AIHW (2008) 
statistics demonstrate that the percentage of part-time and casual nurses, that is those nurses 
working less than 35 hrs per week, is 49.8% or almost half the nursing population. Creegan et 
al (2003) point out that the high proportion of part-time and casual workers in the nursing 
workforce is an international phenomenon and that the causes are multifactorial (Kryger in 
Creegan et al, 2003). The factors driving this trend include an increase in demand for casual 
and part-time work and an increase in flexible nursing positions as a management initiative to 
contain labour costs.  
A popular argument attributes the push for greater flexibility to a desire on the part of nurses 
for more part-time work (Kryger cited in Creegan et al 2003; Edwards and Robinson 2004).   
It is assumed that the reason for this is the many benefits for nurses in the greater variability 
and flexibility allowed by casual employment (Lumley et al 2004).  Indeed,  the caring roles 
in society largely fall to women and as the majority of Australian nurses are female (92.1%), 
(AIHW 2008) and in the age group when the need to care for children or elderly dependents 
is greatest (Edwards and Robinson 2004), casual nursing employment provides the 
opportunity to combine work and family commitments. Flexible work arrangements also 
allow time to engage in other interests, provide opportunities for contract work for travellers 
nationally and abroad (Creegan et al 2003), allow for easing out of work when nearing 
retirement and/or can provide a means of building on personal and family income (Kryger, 
cited in Creegan 2003). Additionally, there is evidence to show that women in other 
industries who choose part-time work also generally perceive the benefits to outweigh any 
negatives (Dick and Hyde 2006). 
It appears, therefore, that flexible work arrangements may provide a means whereby there is 
mutual benefit to employees and managements. The Queensland Health Flexible Work 
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Arrangements Guide (2007) suggests this is so and notes several of the aforementioned 
employee benefits associated with flexible arrangements. The advantages are perceived to be 
a reduction in absenteeism and staff retention; retention of skilled labour who are no longer 
able to work full-time; more motivated employees because their needs are met; and improved 
service provision by meeting peak times without incurring additional costs (Queensland 
Health 2007). Furthermore, Lumley et al (2004) have pointed out that a flexible labour force 
could bring new ideas and new knowledge to a work environment because of the possibility 
of extended practical experience in a variety of settings.  
 
WIN/WIN FOR ALL? 
In contrast to the above is the argument that healthcare restructuring and a political 
environment of fiscal constraint have encouraged managers to increasingly apply the cheaper 
option of employing part-time and casual staff (Bradley 2000). As Creegan et al (2003) and 
Grinspun (2003) argue, the issue of choice in relation to part-time or casual employment must 
be analysed within a work and opportunity context.  Opting for casual or part-time work 
might be a form of stress management in response to either burnout from shift-work or 
increased responsibility in a progressively more complex work environment (Grinspun 2003; 
Lumley et al 2004).  
Other adverse working conditions such as inflexible rosters and unreasonable workloads; 
unavailability of full-time work in the area of choice; and lack of opportunities for 
professional development are further factors that shape the choices of nurses to engage in 
part-time work (Grinspun 2003). A study by the Registered Nurses Association of Ontario in 
2003 (cited in Grinspun 2003) claimed that 42.7% of those interviewed indicated their choice 
of part-time work was governed by undesirable working conditions and that there would be a 
shift of around 11% to full-time nursing if the surveyed part-time nurses had their preferred 
employment status. These findings are reinforced by a recent NSW Health (2007) study 
which found that nurses involved in part-time or casual nursing were more generally 
dissatisfied with nursing than their full-time counterparts. Thus the reasons for the high 
prevalence of part-time and casual nursing work are not always immediately obvious.  
Allan (2000) also has misgivings about the perception of mutual benefit in the current 
working environment and points out that business policy is focused on flexibility and cost 
effectiveness in human resources as a result of increased market competitiveness. From this 
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perspective, the flexible workforce model facilitates the development of a reserve workforce 
which allows employers to match the labour force to peak activity times and at the 
employer’s convenience. On the other hand, while this may be so, Lumley et al (2004) found 
in their small study that the hiring of casual staff was a forced option primarily as a response 
to the severe nursing shortage.  
Whatever the cause of the increase in flexible work arrangements, evidence shows that this 
trend is creating problems for both workers and organisations (Bradley 2000; Creegan et al 
2003; Twiname et al 2006). Casual and part-time employees have traditionally been viewed 
as a peripheral workforce and one that has little impact on the overall success of an 
organisation (Feldman and Doerpinghaus cited in Gray and Laidlaw 2002). As a result, 
casual staff are often perceived as "outsiders" without commitment to a work unit (Jackson et 
al 1998; Twiname et al 2006). This attitude gives rise to the marginalisation of casual and 
part-time workers which in turn undermines access by these workers to career advancement 
and workplace training. It also results in a deterioration of skill base (Dick and Hyde 2006; 
Jamieson et al 2008; Pocock, Buchanan and Campbell 2004). The Lumley et al (2004) study 
of nurses in two Victorian hospitals reinforced this view in concluding that casual nurses had 
even less access to professional development than part-time nurses.  
Further evidence indicates that flexible work arrangements create an increasing dualism and 
thus disharmony between full-time and non full-time staff. Allan (2000) identified a culture 
of resentment between full-time and part-time or casual nursing staff in a recent study of an 
Australian healthcare facility.  Here, part-time and casual employees were viewed by full- 
time staff as less committed, less motivated, and less competent. There was also antagonism 
because part-time and casual staff requested and received shifts to fit in with their outside 
commitments. Allan also found that temporary agency staff were frequently depicted even 
less favourably as nurses who are generally unemployable in a hospital due to incompetence. 
The conclusion, therefore, is that the use of casual staff can undermine commitment, team 
work, confidentiality, and motivation; and that the growth in flexible employment has largely 
overlooked the hidden costs and negative effects on work relations (Allan, 2000; Lumley et al 
2004).   
Grinspun (2003) points to the effects of this workplace dualism at the organisational level 
where employment of part-time and casual staff, rather than engendering improved 
workplace stability and productivity,  increases fear, lessens motivation and commitment, 
creates  skill retention problems and ensures inadequate health and safety training. This, in 
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turn, has implications for full-time staff, in intensifying their work and adding to stress 
(Grinspun 2003; Twiname et al 2006). The result is that both full-time, part-time and casual 
workers feel organisations have let them down and that the psychological contract, that is 
assumed employer/employee loyalty and accountability, which once existed is diminished 
(Beard and Edwards cited in Grinspun 2003). Indeed, Grinspun (2003) argues that nurses 
perceive organisations as entirely lacking in commitment. If this is the case, then 
sociocultural cohesion of the workplace must be threatened (Parker and Gadbois 2000) and 
any collectivity and effective fulfilment of organisational goals undermined (Keyton 2005; 
Taylor et al 2007).  In such a climate human resource initiatives focused on casual and part-
time staff integration within an organisation should be of critical importance.  
That such problems exist is possibly linked to a lack of understanding about how best to 
incorporate flexible work arrangements within rigid full-time work models (Creegan et al 
2003; Dick and Hyde 2006). Gaze (2001) asserts that there are no workplace models which 
facilitate the part-time worker and that these workers are disadvantaged in many ways 
because of the departure from the full-time “ideal worker” norm. Edwards and Robinson 
(2004) reached the same conclusion in their UK study of nurses which found that part-time 
nurses are overlooked in professional development and opportunity. Furthermore, Gaze 
(2001); Markey, Hodgkinson and Kowalczyk (2002); Jamieson et al (2008) claim that part-
time workers expend far more effort than full-time workers in maintaining connection with 
the workplace. An example is the expectation that part-time workers attend meetings in their 
own time in order to emulate the ideal worker role. These practices are grounded in the deep 
rooted assumption in industry that “real” jobs are full-time (Allan 2000; Gaze 2001; Jamieson 
et al 2008). Yet, as Keyton (2005) points out, organisational assumptions are very difficult to 
confront because they often exist at an unarticulated level. 
 
CASUALISATION AND PATIENT CARE  
Of equal importance to this discussion is the argument put forward by Allan (2000), Bradley 
(2000), Lumley et al (2004) and NSW Health (2007) that casualisation can have direct 
adverse effects on the quality of patient care. This is attributed to a lack of continuity with 
staffing and a poor match of nurses’ skills to a workplace. There are also the related problems 
of nurses working in unfamiliar contexts and the reduced opportunity for patients to build 
rapport with familiar staff. Familiarity is considered important. As Grinspun (2003) argues, 
knowing the patient and the development of patient-nurse relationship is integral to quality 
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nursing care. There is some evidence that management at times has a poor understanding of 
the non-standard (that is, non full-time permanent positions) forms of nursing employment 
(Jamieson et al 2008) and that this inadvertently is linked to poorer patient outcomes when 
casual nurses are employed (Creegan et al 2003; Grinspun 2003).   
The aforementioned difficulties for both staff relations and patient outcomes are likely to lead 
to diminished job satisfaction and may impact on nurse retention (Creegan et al 2003). 
Consequently, it is possible that there exists within health care organisations a false economy, 
as the identified labour costs saved by implementing work flexibility are far outweighed by 
costs incurred as disgruntled nurses leave the profession. On this point, Amos, Hu and 
Herrick (2005) have found that the cost to organisations of replacing a dissatisfied nurse is 
estimated to be between $40,000 and $60,000.  
 
NURSING TODAY 
It is true that nursing is becoming far more complex and is subject to rapid change (National 
Review of Nursing Education, Discussion Paper 2001). These experiences compound   issues 
associated with recruitment and retention, increasing patient acuity and community 
healthcare expectations (AIHW 2008). These and heavy workloads, inflexible rostering, lack 
of professional recognition, and general job dissatisfaction (Queensland Health, 1999) all 
shape the nursing arena. A further feature is an ageing population of "baby boomer" nurses 
who are approaching retirement (National Review of Nursing Education, Discussion Paper 
2001). According to the AIHW (2003), the proportion of nurses aged 45yrs or older has 
increased from 29.5% in 1995 to 41.7% in 2001. For the same period, the proportion of 
nurses aged less than 35yrs has decreased from 33.3 % to 24.7%. More recent figures show 
the ageing trend growing, with the average age of nurses in employment rising from 41.2 
years in 1999 to 45.1years in 2005 (AIHW 2008). Moreover, the NSW Health (2007) 
research found that older age was a significant factor in determining dissatisfaction with 
today’s nursing environment. 
It appears, therefore, that an increasingly casualised, arguably discontented and indisputably 
ageing work force is generating a crisis for the nursing industry. Within this context, the   
focus of this discussion is the effect that fragmentation caused by casualisation may have on 
one fundamental facet of today’s nursing work environment: communication. Moreover,  it is 
highly likely that changes in communication processes in nursing, particularly between 
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managers and full-time, part-time and casual staff, could remedy in part some of the 
aforementioned problems.   
   
COMMUNICATION AS A PHENOMENON 
Communication, according to Adler and Rodman (1997) refers to the way people respond to 
the symbolic conduct of others. It is a process involving verbal and non verbal language, 
speaking, listening, reading, and writing. 
The meaning of communication is dependent upon the theoretical perspective that defines a 
discipline (Craig and Muller 2007).  In order to best understand a community of people such 
as nurses who have been shaped by and are shaping their work environment, a sociocultural 
perspective on communication is useful. A sociocultural tradition is best explained as a 
collective of principles and shared structures, specific rules, rituals and identities (Craig and 
Muller 2007) and subtle and intangible assumptions (Keyton 2005). Because communication 
can be defined broadly as a continuous and ongoing interactive process which involves the 
bio- psycho spiritual being and serves to satisfy physical, social, practical, and identity needs 
(Adler and Rodman 1997), it is vital to individual and sociocultural formation, function and 
development and as such is central to the lives of humans.  
Communication, while describing human interaction, is also about the transmission of 
knowledge via information technology, multimedia and print by the practice of information 
generation and processing. This, according to Lang (2007), happens when people receive 
stimuli and then mentally process and reproduce the stimuli through interpretive encoding, 
storage and retrieval. It is dependent on many individual forces, including the mental ability 
of the receiver, and is both automatic and controlled. From a sociocultural perspective, 
external factors such as social environment, behaviours, norms, values (both personal and 
community), interdependence (McLeod, Sotirovic and Holbert 1998), and culture (Lang 
2007) have a significant role in shaping communication behaviour. Within organisations, this 
form of communication is a crucial function of information sharing and may be the only 





Organisational communication is the means for relationship building between workers, 
management, and the external environment (Keyton 2005). Porter-O'Grady (1997) and Parker 
and Gadbois (2000) assert that the working relationship is the cornerstone to ensuring 
sustainable outcomes. These authors also agree that organisational effectiveness depends on 
the degree of partnership, ownership, integration and inclusion experienced within a system 
and that this is achieved through effective dialogue and information generation and sharing.  
Thus it is fair to say that the construction of effective workplace communication must be an 
organisational imperative. It is after all the cement that binds organisational connections and 
functions and any deterioration will impact directly on staff and customer satisfaction and 
will negatively affect working relations, harmony and trust (Gray and Laidlaw 2002; Keyton 
2005). Humans are the most valuable organisational resource. Personal and work needs must 
be satisfied if an organisation is to succeed (Nankervis et al 2002). Evidence that needs are 
sometimes not satisfied in the case of casual workers was highlighted by The Australian 
Centre for Industrial Relations Research and Training. Their 1995 survey (cited in Gray and 
Laidlaw 2002) revealed a marked discrepancy in the consultation process for workplace 
change which favoured full-time over casual workers. A high proportion of casual staff 
believed that they were denied a chance to have input and thus experienced a disrupted 
pattern of communication. Markey, Hodgkinson and Kowalczyk (2002) reached similar 
conclusions and more recently Twiname et al (2006) found that this experience is not limited 
to non standard workers. The latter study concluded that flexible work models had a negative 
impact on communication opportunities for full-time core workers as well, the consequence 
of which was increased work loads.  
Communication problems arise therefore when the rituals, rules and social order that sustain 
human connectedness are disrupted and in this case by the appearance of a dualistic 
workforce (Craig and Muller 2007; Keyton 2005). This fragmentation (Keyton, 2005) occurs 
along with bureaucratic rationalisation, a breakdown of tradition, and cultural disintegration 
(Craig and Muller 2007). The apparent fragmentation of the nursing workforce, brought 
about by flexible work arrangements, would also then appear to be a trend which is 




COMMUNICATION STYLE IN HEALTH CARE ORGANISATIONS 
Communication style is recognised as a contributing factor to organisational dysfunction. To 
some extent there still exists in healthcare organisations a culture of communication which is 
a remnant of the era when hospitals trained student nurses (Creegan et al 2003). This earlier 
model of superior-subordinate management encourages a command and control style of 
communication which disempowers those nurses lower down the hierarchy and thus fosters 
poor communication practices (Pronovost cited in Adubato 2004; Queensland Health, 2005).  
Indeed, a U.S. study by Rowe and Sherlock (2005) found that nurses experienced verbal 
abuse more frequently from their nursing superiors than any other source and NSW Health 
(2007) cited emotional abuse by nursing peers as a key factor underlying nurse 
dissatisfaction. Queensland Health (2005) also revealed a high level of poor organisational 
communication practices and Hegney et al (2006) found such negative behaviours as bullying 
and intimidation in Australian healthcare facilities to be a widely tolerated and increasing 
phenomenon. It is possible then that insufferable workplaces with poor communication 
practices are forcing nurses to seek work under casual rather than full-time arrangements.  As 
flexible employment is most evident at the lowest level of the nursing hierarchy (AIHW 
2008, Allan 2000 and Bradley 2000), a concern is that there is little understanding about the 
communication practices of permanent full-time staff and their casualised counterparts.   
Other studies also point to poor communication practices as contributing to the difficulties 
associated with nursing (Berkett 2001; Edwards and Robinson 2004). The Davidson et al 
(1997) study found that where nurses experience  positive and effective communication they 
also feel increased satisfaction with the quality of care provided, perceive that they have time 
to do their work well and experience more work enjoyment. Davidson et al (1997) argue that 
this equates to job satisfaction, which is key feature influencing nurse retention.  
There is, therefore, an intrinsic connection between good communication, team building, 
work commitment and job satisfaction (Chu et al 2003; Sims 2003); effective nurse 
leadership styles (NSW Health 2007; Parker and Gadbois 2000); quality of care and patient 
outcomes (Amos Hu and Herrick 2005; Best and Thurston 2004; Leonard, Graham and 
Bonacum 2004). Organisational communication, argues Parker and Gadbois (2000), is the 
crucial component underpinning team work and collegiality. More importantly, 
communication is best described as the very lifeblood responsible for building and sustaining 




COMMUNICATION AND PATIENT OUTCOMES 
Several studies have reported poor outcomes in health care caused by a disruption to 
communication systems. Queensland Health (2006) identified poor communication practices 
between staff and patients and in staff responses to patient needs. An international study 
comparing adverse events within three major health systems also demonstrated that 
inadequate communication systems played a significant part in both causing and not detecting 
adverse patient outcomes (Gillies and Howard 2005). Similarly, Beckman et al (cited in 
Cognitive Institute 1998) maintain that 70% of complaints within healthcare ending in 
litigation are the product of poor communication. The Health Services Commissioner 
Victoria Report (cited in Cognitive Institute 1998) also claims that 80% of complaints 
received were related to poor communication. Adubato (2004) contends that poor 
communication between health care professionals has played a large part in the causes of 
death in approximately 44,000 hospitalised patients each year in the United States. This issue 
extends across industries where, according to Pronovost (cited in Adubato 2004), 90% of 
errors are directly related to communication. Thus poor communication is a costly 
phenomenon.  
 
GOOD COMMUNICATION STRATEGIES 
It is clear that concerns surrounding effective organisational communication abound. 
Solutions should begin with robust theoretical debate to encourage reflexivity and creativity 
and to generate new meanings and ways of communicating (Craig and Muller, 2007) in this 
changed working milieu. Porter O’Grady (1997) specifically calls for radical changes in 
traditional organisational structures and leadership styles which stifle worker integration and 
connection with the workplace. Similarly, Jamieson et al (2008) identify the out of touch 
beliefs of nurse managers about nurses who are employed in non standard work. Nurse 
managers would do well then to invest more energy in team and relationship building with 
the nurses they manage. Improved understanding of the clinical environment as it is 
embedded in its social framework (Davidson Elliott and Daly 2006) is a starting point in 
producing nurse leaders capable of moving nursing forward.  
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There is considerable evidence that effective communication processes within an organisation 
are vital to organisational success (Berkett 2001; Cognitive Institute 1998; Keyton 2005) and 
individual fulfilment. Although casualisation will no doubt remain a feature of the work place 
environment, Berkett (2001) argues that many negative experiences can be avoided with the 
application of strategies aimed at advanced communication development. Some of the 
identified generic barriers to effective communication within organisations are, along with 
casualisation and lack of collectivism, inappropriate language, no feedback, poor listening, 
cultural differences, work pressures, understaffing, and isolation of managers (Berkett 2001). 
Communication and team work training then should be an essential requirement for all 
members of an organisation. How well this is embraced depends on the relevance, quality of 
the training and the support given by leaders (Leonard et al 2004). 
 
CONCLUSION 
As the above review has demonstrated, the communication practices of staff and management 
of an organisation play a key role in all facets of an industry’s success and these practices are 
shaped and sustained by both manifest and subtle sociocultural forces.  
Further, there are some clear advantages emanating from a casualised nursing workforce 
including greater freedom and flexibility (if in different forms) for both employee and 
employer. However, it is apparent that the factors that shape this trend are complex and that 
this model of work organisation produces a set of unique problems. Specifically, the 
disruptive effect of the emergent dualistic nursing workforce on communication between all 
staff has been argued throughout this paper.  As communication is widely recognised as the 
organisational “cement”, there is a need for some serious consideration of this relationship 
and ways to counteract emerging problems in an increasingly complex healthcare 
environment.  
It is concluded that communication behaviours and policies in organisations more so now 
than ever need to be addressed at both the micro and macro levels in order to optimise 
resources within the current nursing working environment. Management by command and 
control styles of communication which may have been effective in the past are no longer 
appropriate. An increased focus on strategies to improve team building and collegiality 
between nurses at all levels will enhance understanding of the needs associated with the range 
of employment categories.  
  13
It is true that in the current climate nursing work poses many challenges for both full-time 
and non full-time nurses and one of these is the expansion of a casualised nursing workforce. 
What is urgently required is a capable informed and relevant nursing leadership and all that 
this entails if a casualised workforce is to be a sustainable part of a cohesive and focused 
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